A 24-yr-old woman (body mass index 35.7 kgÁm -2 ) presented for an elective repeat Cesarean delivery. Her past medical history was significant for nasal polyps, chronic sinusitis, and sporadic arteriovenous malformations (AVMs) of her face, tongue, and larynx. Nine years earlier, she had undergone laser ablation of a supraglottic lesion and excision of a nasal polyp that required a year-long tracheostomy. Her obstetrical history included Cesarean delivery for arrest of labour (age 19 yr) and scheduled Cesarean delivery (age 20 yr). Both procedures were performed under epidural anesthesia with careful dose titration to attain a surgical level. Her orofacial AVMs were not as extensive at the time, and there were no complications.
Oral and maxillofacial AVMs are rare in parturients, but when present they may result in airway compromise. These vascular lesions are usually congenital but may also occur sporadically. 1 Although the pathogenesis of these lesions is unclear, they tend to grow during pregnancy, 2 likely attributable to both hemodynamic and hormonal factors. The lesions are likely to bleed, and their accelerated growth during pregnancy may lead to ulceration, rupture, and/or hemorrhage. Impending ulceration and hemorrhage are typically preceded by pain, pruritus, or enlargement. When the AVMs enlarge, an overlying bruit with increasing intensity may be heard.
An otolaryngology and/or vascular surgery consultation is essential early in pregnancy to evaluate the lesions and to determine if devascularization (or removal) of the AVM is necessary. Preoperative imaging and elective tracheostomy may be warranted in patients with unstable AVMs, signs of airway obstruction, or symptoms of a concomitant spinal AVM (precluding neuraxial anesthesia). Preoperative embolization of feeding arteries can reduce the size of oral AVMs. Blood products should be readily available at 
